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The coverage of large soft tissue defects inpalm remains a challenge in the plastic recon-structive surgery. There are many local tissue
transfers described for small-sized defects of hand,
whereas large defect  require  regional flaps such as
the radial forearm flap or free tissue transfer.1-5 We used
prefabricated flap of the palmar skin to cover the pal-
mar defect and obtained satisfactory clinical results.
 CASE REPORT
A 43-year-old man had the left palmar defect in a
machine accident in May 2005. The palmar skin was
avulsed from the palmar fascia, and the underlying
tendons, palmar fascia, and neurovascular structure
were exposed. The size of soft tissue defect in the
palm was 6 cm×9 cm (Fig.1). The palmar skin was
avulsed to three slices (Fig.2). Revascularization of the
avulsed palmar skin with microsurgical technique was
impossible because no vessels could be anastomosed.
The three slices of palmar skin were stitched together
and defatted to form full-thickness skin. Then it was
grafted temporarily onto the surface of right fascia latae
of anterolateral thigh region (Fig.3). The graft was fixed
by a tie-over suture fixation. After thorough debridement,
the wound was temporarily covered with wet dressing.
The dressing of anterolateral thigh was removed 2
weeks later and the prefabricated flap of palmar skin
survived. Then the prefabricated flap was harvested,
including the arteries and veins of desending branch of
the lateral circumflex femoral vascular vessels and lat-
eral cutaneous nerve of the thigh. The donor site was
closed directly. The injured hand was reconstructed
with prefabricated flap. The artery and vein of desending
branch of the lateral circumflex femoral vascular ves-
sels and the lateral cutaneous nerve of the thigh in the
flap were anastomosed end-to-end to the artery and
vein of the radial and medial antebrachial nerve
respectively. The postoperative course was uneventful.
Prefabricated flap of palmar skin had survived
completely. In 28 months follow-up, the cosmetic ap-
pearance of the palmar side was good. Light touch
sensation had restored and two-point discrimination
was 6-9 mm. Sensation to hot and cold stimuli was
also present with very satisfactory clinical results (Figs.
4-5). Mild scar hypertrophy affected the thigh donor
site in the early postoperative period, but the scar ap-
pearance was satisfactory  one year after surgery. There
was no remarkable morbidity at donor site.
DISCUSSION
The palmar skin is unique and can hardly be replaced
by other tissues. It should be preserved when microsur-
gical replantation of avulsed palmar skin of hands can-
not be performed. The ideal flap for reconstruction of
palmar skin requires durable thick skin with protective
sensation, thin and supple to avoid unnecessary at the
same time.1-5 Ideal flap should be suitable for both the
dorsal and palmar surface and the fingers should facili-
tate gliding of the tendons with adequate range of motion,
and provide a satisfactory aesthetic result. Various cu-
taneous and fasciocutaneous flaps are described for the
reconstruction of soft tissue defects of the hand.
However, excessive bulk is the major problem in many
flaps.4,5
 The authors used prefabricated flap of palmar skin
to cover the palm defect. Clinical results were very
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satisfactory. The advantages of the flap are as follows:
1. A unique tissue structure of the palmar skin can
be preserved by prefabricated flap technique.
2. The flap is thinner, so there is no need to be
thinned by second operation. The patients were satis-
fied with the function, suppleness of skin and cosmetic
results in follow-up evaluation.
3. The flap is nourished by the desending branch of
lateral circumflex femoral artery. The flaps, which are
highly vascularized, have a constant anastomy and a
long vascular pedicle, so that the dissection of flaps
could be accomplished easily.6-9
4. Sensation of the flap may be established and pro-
vides protective sensation by including the lateral cuta-
neous femoral nerve, which emerges from the deep fas-
cia below the anterosuperior iliac spine and divides into
two or three branches that lie along the deep fascia.7
5. There is no need to sacrifice major arteries of
the donor limb. After the flap is harvested, the thigh
donor site is directly closed and well-hidden, thus only
a linear scar of the donor area can be obtained. The
donor site does not leave any functional deficit.
6. The donor and recipient sites allow the two-team
operation at the same time, which is good for the ratio-
nal use of operative time and personnel.
The anterolateral thigh region is an ideal donor site
for the prefabricated flap of palm. However, a two-stage
procedure is required, which is the main disadvantage.
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Fig.1. Preoperative view of the soft tissue defect of the palm.
Fig.5. Movement of flexion of the fingers.
Fig.4. Movement of adduction of the fingers.
Fig.3. The palmar skin of the hand was defatted to form full-
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Fig.2. The palmar skin was avulsed to three slices.
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